To explore how older patients with multiple chronic conditions and their family caregivers perceive their engagement and overall care experience throughout the preoperative phase of elective orthopaedic hip or knee joint replacement.
| BACKGROUND
Increased age and higher rates of obesity contribute to an increased prevalence of osteoarthritis and a greater need for joint replacements, particularly knee replacement (Ruiz et al., 2013) . Between 2005 and 2010, the number of Americans receiving artificial knees increased from 471,000-650,000 and the number receiving artificial hips grew from 232,000-293,000 (Robinson, 2015) . As the US population ages, these numbers are expected to grow to over 500,000 and 1.4 million, respectively, by 2020 (Robinson, 2015) . Furthermore, nearly fifty percentage of adults over 65 years have three or more chronic illness and more than 20% live with more than five chronic conditions (Bradway et al., 2012) . Older adults with one or more chronic conditions tend to have a greater likelihood of disability and can visit up to eight different healthcare providers over the course of 1 year (Coleman, 2003) . Moreover, persons with multiple chronic conditions who have multiple providers tend to use a greater number of healthcare services which makes coordination of care more difficult for these individuals which in turn can lead to suboptimal care (Vogeli et al., 2007) . Compounding the difficulties of reconciling instructions of multiple providers, patients with multiple chronic conditions are often less able to participate effectively in their own care (Townsend, Hunt, & Wyke, 2003) .
Growing evidence reveals that patient engagement (Institute of Medicine, 2011) is a critical component of care necessary for improving patient outcomes. Naylor, Hirschman, O'Connor, Barg, and Pauly (2013, p. 1) define patient engagement as "deliberate and consistent efforts by healthcare professionals and organisations to advance the central role of this patient group in defining what matters to them, promote informed and shared decision-making regarding their plans of care, foster shared accountability for actions related to these care plans, and assure reciprocal and respectful relationships." As patient variability influences patient outcomes (Charlson, Ash, & Elixhauser, 2015) , it is critical that we recognise individual patient needs, preferences and capacities in the preopera- What does this paper contribute to the wider global clinical community?
• The knowledge gained in our study suggests that nursing care for older adults preparing for joint replacement has the potential to be enriched through the message about how older adults and family caregiver engagement preoperatively may impact postoperative outcome and resource utilisation.
• Preoperative nursing care may benefit from the incorporation of an assessment of both patients and family caregivers that includes an elicitation of their goals of care during the preoperative care transition.
• These findings may encourage the development of larger studies that examine the need for educational initiatives to address issues around preoperative care and patient and family caregiver engagement. Medicine, 2016). As family caregivers are largely responsible for ensuring that plans are followed, it is critical that family caregiver engagement occurs as older patients experience transitions in care.
Transitions in care have been defined by the American Geriatrics Society (2003) as a set of actions designed to ensure the coordination and continuity of health care as patients transfer between different locations or different levels of care within the same location.
Representative locations include (but are not limited to) hospitals, subacute and postacute nursing facilities, the patient's home, primary and specialty care offices and long-term care facilities. In the transition to the perioperative environment, many care processes including the preoperative assessment often are clinician-driven protocols that are standardised to maximise efficiency (Fleisher et al., 2007; Klein, 2008; Vetter et al., 2013) . Standardisation facilitates efficiency, but arguably every patient has different needs, preferences and capacities throughout the transition of care from the primary care clinicians to their perioperative care team. When transitions in care are viewed as a process, anticipating and understanding the multiple dimensions of patient and family caregiver needs are more likely to result in enhanced patient-centred outcomes (Meleis, 1985) .
The first transition in care for patients undergoing elective joint replacement occurs when the patient confers with an orthopaedic surgeon and the decision is made to have surgery. This initial or preoperative phase of care becomes the genesis of the care trajectory for the joint replacement patient (Malley & Young, 2016) . The preoperative transition in care for older adults with multiple chronic conditions involves multiple specialists. However, care is often narrowly focused in scope related to provider specialty and is attentive towards mitigating perioperative comorbid disease-specific risk (Poldermans, Hoeks, & Feringa, 2008) . The relative lack of holistic care focused on multimorbidity and even less on older adults' preoperative care goals, and caregivers' needs may cause both older adults and caregivers to experience more challenges navigating this phase of care where standardised care interventions abound. In turn, the challenges confronting complex older adults can influence their engagement and negatively affect their surgical outcomes. Patient engagement can lead to better health outcomes (Epstein & Street, 2008) . Furthermore, patients who are able to engage in adaptive health behaviours prior to joint replacement report better relief of pain and symptoms and overall greater satisfaction after surgery (Andrawis et al., 2015) . In contrast, patients who are less likely to report engaging in adaptive behaviours are less likely to perform self-management behaviours and reported lower satisfaction and quality of life scores (Mosen et al., 2007) .
There is a crucial gap in knowledge related to how older adults 
| METHODS
The Quality Health Outcomes Model (QHOM, Mitchell, Ferketich, & Jennings, 1998) provided the framework to conceptualise the study aim and methods, including the identification of key patient and family engagement variables within the context of preoperative care transitions. This model proposes that "dynamic relationships with indicators not only act upon, but reciprocally affect the various outcomes" (Mitchell et al., 1998, p. 1) . In addition, the model suggests that "the effect of an intervention is mediated by client and system characteristics" (Mitchell et al., 1998, p. 2) . The QHOM guides us to consider the relationship between characteristics of preoperative "systems" in relation to those of patients and their family caregivers.
| Study design
A prospective qualitative descriptive design (Sandelowski, 2000) was chosen to obtain candid descriptions of older adults' and family caregivers' perspectives regarding their engagement and overall experiences throughout the preoperative phase of care. Currently, little is known about the dimensions of patient engagement in the preoperative phase and the nature and impact of care transitions that begin in the preoperative environment on patients' and family caregivers' care experience. Qualitative inquiry is extremely valuable when trying to gain a relational understanding of a multifaceted phenomenon in a particular environment when such knowledge is limited (Patton, 1990 ).
The study sample was recruited from a group of older adults hospitalised for an elective hip or knee joint replacement at a 975-bed medical centre in the north-east USA during the period April 2016 through June 2016. Purposive sampling was used to select patients and their caregivers who could provide insight in to the phenomenon of interest. Criteria for inclusion in this study were participants who were age 75 years or older, had two or more documented chronic comorbid conditions, were English speaking and cognitively intact and had completed the preoperative phase for orthopaedic hip or knee joint replacement but had not yet had surgery. Family caregivers were identified by participants. Patients and their family caregivers (if applicable as not all patients reported caregivers) were identified and recruited via informational fliers that were made available to them by the orthopaedic surgical schedulers at the time the patient scheduled surgery. If they agreed to participate, their contact information was sent to the research team. Participant enrolment continued until data saturation was achieved (Polit & Beck, 2012) . Data saturation was reached after interviewing 11 patients and five family caregivers.
| Data collection
At the time of the interview, an informational script was read outlining the purpose and procedures of the study and noted that participation was voluntary. Participants were informed of the study goals, risks, benefits and confidentiality (with disclosure that the interviews would be audio-recorded), and verbal consent was obtained. The only protected health information (PHI) collected were phone numbers to re-contact participants for follow-up interviews. Additionally, a Health Insurance Portability and Accountability Act (HIPPA) authorisation handout was provided to participants (Appendix C). (Lingard, 2001 ). In attempts to leverage patients' capacity to recall their preoperative experience and recognising that patients undergoing knee or hip replacement have varied postoperative care trajectories (Roos, 2003) , the study team determined that follow-up interviews conducted 21 days postprocedure would be most appropriate. The mean length of each interview was 25 min. The voice-recorded data were transcribed and uploaded as text documents to Atlas software and stored in an encrypted secure electronic database. Field notes were recorded after each initial interview to document reflections and initial thoughts.
| Data analysis
Qualitative content analysis (Sandelowski, 2000) was performed to systematically analyse the data. The first author (AM) reviewed the transcripts multiple times to identify patterns within the transcripts.
In vivo codes were constructed to identify meanings or themes pertaining to the way patients, and family caregivers describe their experiences and engagement in preoperative care transitions. Credibility, transferability, dependability and confirmability as described by Lincoln and Guba (1985) were addressed in multiple ways. Initial data analysis was performed by the lead researcher, and preliminary codes and emerging themes were reviewed with other members of the research team. To address internal consistency or dependability (Lincoln & Guba, 1985) , another experienced researcher (MB) independently coded the transcripts. The result was a high degree of agreement in the coding of statements, thus supporting the reliability of the coding process. Internal validity was attended to by linking data to emerging themes (Lincoln & Guba, 1985) . Codes were then grouped into overarching themes and reviewed with the research team. The key themes were further conceptualised within the framework of the Quality Health Outcomes Model (Mitchell & Lang, 2004 ) elements consisting of client, system, intervention and outcome. The four key themes described below reflect patterns in the text that were consistent across the patient and family caregiver interviews.
Client
Joint replacement is often not elective; it is quality of life System Standardised preoperative interventions
Intervention Family caregivers as the care coordinators and mediators of the environment Outcome Extreme variability in outcomes and resource utilisation
| Ethical considerations
The study was approved by the hospital's Institutional Review Board.
All data were de-identified and secured on an encrypted passwordprotected hard drive to protect participant information. Each participant was assigned a numerical code to track transcripts.
| RESULTS
Eleven patients (nine females and two males), with a median age of 81 years, and five family caregivers consisting of adult children or elderly spouses were recruited. Nine of the patients were Caucasian, and two were African American.
| Client: Joint replacement is often not elective; its quality of life
In our study, older adults overwhelmingly conveyed that their orthopaedic joint replacement procedure was not elective. "These knees are really bad-they need to be done-if I went down to the floor -I
would not be able to get myself up. . . 
| The system: Standardised preoperative interventions
Preoperative interventions and education were seen as valuable, but for some older adults, the standardised mode of delivery was beyond their capacity to effectively participate. "We had to download the {pre op} booklet from the website" (Caregiver 2). "The computer stuff drives me crazy I am no good with the computer anyway and I kept getting these things . . .I got an email-and I don't even know who sent it to tell you the truth. What do people my age do. . .if hospital with the case managers, nurses and doctors-but I am not really sure they understood all the challenges that we were going to have in the 3 weeks that we waited for surgery. People do not realize just how hard it was to just do the moving and getting her out. . .
I kept asking why are we going out again -this women has not walked in a year" (Caregiver 3).
| Outcome: Extreme variability in outcomes and resource utilisation
Older adults in our study described a wide variety of care experiences and postoperative outcomes. "My total time in rehab was 45 days" (Patient 1). "I was in three days and 2 nights" (Patient 2). "I went home from the hospital after 5 days" (Patient 5). Additionally, three were readmitted to the acute care environment after discharged. "She went to rehab for almost 2 weeks and then she came home and three days later she fell. . .she had a developed a UTI (urinary tract infection) and urinary frequency necessitating up and down to use the commode-it fell over and she broke her wrist-she had to have cast on it and went back to rehab for almost 3 weeks" 
| DISCUSSION
A predominant characteristic of the complex older adult and their family caregiver (clients) in our study was the desire to maintain what was most important to them. Their functional status was entwined with their perception of quality of life. Therefore, having a joint replacement was considered by this sample to be essential. This is consistent with the literature that suggests that older adults especially those with chronic comorbid conditions value physical functioning as one of the most important contributors to quality of life (Goins et al., 2014; Spiers, Jagger, & Clarke, 1996) . Successful joint replacement offers the opportunity to enhance quality of life by reducing pain and improving functional status (Jones, Beaupre, Johnston, & Suarez-Almazor, 2007) .
Older adults in our study frequently described being challenged in both understanding preoperative information and obtaining information given to them, thus affecting their ability to participate effectively during the transition of care into the preoperative environment. This is consistent with the literature and may be due to several reasons. The physiological changes associated with ageing such as the decline in brain size and cerebral perfusion (Rabbitt et al., 2007) can contribute to short-term memory loss, reduced reaction time and difficulty consolidating information (Mamaril, 2006) . Secondly, the literature suggests that there is a combined deleterious effect of having certain chronic comorbid conditions that can negatively impact activities of daily living as well as instrumental activities of daily living (Tinetti et al., 2011) .
Participants described preoperative processes (characteristics of the system) that relied on technology in the form of emails or websites in relation to preoperative instructions. Some participants cited the lack of access to or the inability to use a computer to retrieve their preoperative instructions. Often, this mode of care delivery was not within their ability. This is consistent with the literature that informs older adults are often challenged with low health literacy when trying to engage in their care (Carman et al., 2013) . In addition to experiencing standardised electronic preoperative care processes, patients in our study expressed little opportunity to have "one on one" with providers. Prior research informs us that patients who perceive their care is based on their needs and preferences are more likely to adhere to therapies and have better posthospital outcomes (Kangovi et al., 2014) . Moreover, patient-centred interventions have been shown to improve transitions across sites of care (Naylor et al., 1994 (Naylor et al., , 1999 (Naylor et al., , 2004 Parry, Coleman, Smith, Frank, & Kramer, 2003) . Levinson, Kao, Kuby, and Thisted (2005) found that older people tend to prefer a physician-directed style of care, independent of health status, and they are more reliant on providers to guide them directly. The current mode of electronic and Web-based preparation and education may be undermining the ability of some older patients to fully prepare themselves during this transition of care. Information
was shared yet often not in a manner that was conducive to learning in this generation of patients who engage differently (MacCracken, 2015) .
Older adults and their family caregivers in our study described a multitude of providers involved in the preoperative care environment and numerous dimensions of care coordination that was imposed on caregivers due to a lack of coordination in their preoperative processes. In a recent study (Malley & Young, 2016) , preoperative patients presenting for elective surgery described preoperative care in terms of learning what to expect with the surgical procedure and the entire perioperative care trajectory. Both patients and providers described the need for care coordination, access to resources and the capacity of providers to partner and communicate effectively with their multidisciplinary care team members as well as with patients.
In our study, some family caregivers and their unique needs were often overlooked. This is consistent with the literature (National Academies of Sciences, Engineering, and Medicine, 2016) that examined family caregivers' experiences in health care and found that family caregivers of older adults are often disregarded in healthcare transactions by both providers and systems of care. In many instances, our family caregivers became care coordinators of the older adult with multiple chronic conditions. Furthermore, depending on caregiver characteristics, the capacity to engage and coordinate needs can be much different. Generational diversity within family caregivers must be recognised and reconciled to fully engage family caregivers who often become the mediators of patient care in today's complex care environment. Family caregiver's capacity to engage and thus mediate effectively perhaps is influencing patient outcomes.
In our study, older adults describe various postoperative care tra- 
| CONCLUSION
The value of older adults' and family caregivers' perceptions of the transition in care experience cannot be underestimated as they are the only common thread traversing the perioperative span of care.
Joint replacement outcomes, although influenced by patient characteristics (Boraiah et al., 2015) , 
| RELEVANCE TO CLINICAL PRACTICE
Our findings suggest that the value of preoperative care is embedded in the degree to which care is centred on the unique needs and goals of the patient and their family caregiver. The value of preoperative care is potentially amplified clinically through the prevention of postoperative complications and economically through a decrease in utilisation of resources. The knowledge gained in our study suggests that nursing care for older adults preparing for joint replacement has the potential to be enriched through the message about how older adults and family caregiver engagement preoperatively may impact postoperative outcome and resource utilisation. Accordingly, preoperative nursing care may benefit from the incorporation of an assessment of both patients and family caregivers that includes an elicitation of their goals of care during the preoperative care transition.
| LIMITATION S
A key limitation of the study is that all data were from a single academic centre in the Northeast. Accordingly, transferability of findings needs to be established. Additionally, there was little cultural diversity among our sample and a disproportionate number of females to males which may impact the generalisability of the findings.
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